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The surgical treatment of pancreatic disease may be 
divided thus: first, operations performed on the gland itself; 
second, those performed on some outgrowth or fluid exudate 
starting from the gland, and, third, those performed on some 
adjoining viscus or viscera for the relief of secondary condi¬ 
tions following disease of the pancreas. Operations upon the 
gland itself are seldom performed. The deep location of the 
organ, its immobility, and its close proximity to very impor¬ 
tant structures make such operations most difficult and dan¬ 
gerous. The conditions which may call for operations of this 
kind are tumors or cysts situated in the substance of the gland, 
a concretion in the pancreatic duct, or an abscesss localized 
within the pancreas. Incision of the gland itself, enucleation 
of a tumor or partial removal are all difficult and bloody, 
whereas complete extirpation is not allowable both from ana¬ 
tomical and physiological reasons. Operations on some out¬ 
growth or fluid exudate coming from the gland are much 
more frequently performed and the difficulties are vastly less. 
The conditions included in this category are mostly cysts, peri- 
pancreatic abscess, haemorrhage from the pancreas, etc. 
Although the latter is the starting-point, a cyst or collection 
of blood or pus pushes its way towards the anterior or poste¬ 
rior surface of the body, and thus becomes more easy to attack. 

1 Read before the New York Surgical Society, February 12, 1902. 
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It forms relations with other viscera which are much simpler 
to deal with than if it had remained confined to the immediate 
vicinity of the pancreas. A cyst, for example, grows forward 
between the stomach and transverse colon, and can finally be 
reached very easily by an anterior abdominal incision and 
division of the gastrocolic omentum. In the same way an 
abscess starting from the pancreas may work its way to the 
surface at some distance from this organ. Operations of the 
third class, viz., those performed on some adjoining viscus 
for the relief of secondary conditions, include cholecystotomy, 
cholecystenterostomy, cholecystogastrostomy for drainage of 
the distended gall-bladder and ducts in case of enlargement 
of the head, and rarely gastro-enterostomy on account of com¬ 
pression of the duodenum. 

The lesions of the pancreas which are most frequently 
the object of surgical interference are cysts; acute and sub¬ 
acute inflammations including the necrotic and suppurative 
forms, chronic interstitial inflammation; and solid tumors. 

The records of the New York Hospital show that during 
the past ten years there have been under treatment fifteen 
cases of pancreatic disease. These may be classified as fol¬ 
lows : Cysts of the pancreas, eight cases; acute haemorrhagic 
pancreatitis, three cases; suppurative pancreatitis, one case; 
chronic pancreatitis, one case; carcinoma of pancreas, two 
cases. This list makes cysts of the pancreas much more com¬ 
mon than any of the other lesions, and thus corresponds to 
the usual reports. It should be borne in mind, however, that 
cysts of the pancreas are much the most easy to diagnose, and 
hence comparatively few cases escape detection. On the other 
hand, the remaining conditions are often impossible to detect, 
and many cases die without a diagnosis having been made. 
This is true, for example, of acute pancreatitis; but, now that 
the attention of surgeons as well as physicians is directed par¬ 
ticularly towards this disease, the number of cases recognized 
will increase. 

Cysts of the pancreas have only been the object of oper- 
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ative treatment since 1882, when Gussenbauer was the first 
to diagnose one and treat it successfully by incision and drain¬ 
age. Since that time the number of published cases has 
increased considerably from year to year, but it still belongs 
to the rare conditions met with in surgery. In 1893 I collected 
from the literature fifteen cases where the diagnosis had been 
made and operation performed, and in 1898 Korte found that 
the number of cases operated upon had increased to 121. 
With this increase in the number of cases treated there has 
been a corresponding addition to our knowledge of the pathol¬ 
ogy and the anatomical conditions associated with the devel¬ 
opment of cysts of this organ. The different varieties of 
cysts depending upon their etiology present much the same 
features, and the operative measures are practically the same 
in all kinds. It has been found that in the majority of cases 
the cyst grows forward from the pancreas, pushing the peri¬ 
toneum before it and emerging between the stomach and the 
transverse colon. It is thus covered by the two layers of the 
great omentum and the posterior peritoneal layer of the lesser 
cavity. In case of large cysts the stomach and colon may be 
widely separated. At times the stomach covers considerable 
of the anterior surface of the cyst, while the colon may be 
pushed down nearly to the symphysis. Instead of appearing 
between the stomach and colon, the cyst may grow forward 
between the liver and stomach, thus being covered by the small 
omentum. The anterior wall of the cyst may in this case be 
partially covered by the liver and stomach. In a third class 
of cases the cyst may grow between the layers of the trans¬ 
verse mesocolon and push forward either the upper or the 
lower layer. If the former occurs, the tumor lies, as in the 
first case, below the stomach and is crossed by the transverse 
colon. If the lower layer of the mesocolon is pushed forward, 
the cyst appears below the transverse colon and its lower 
border may extend down to the pelvis. Fortunately for the 
diagnosis, the cyst has in the majority of instances a charac¬ 
teristic location between the stomach and transverse colon, 
which can be made still more evident by artificial distention of 
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these viscera. There is usually a zone of tympanitic percus¬ 
sion between the tumor and the liver. The location of the 
abdominal swelling and its relations to other organs are our 
chief means of making the diagnosis. Glycosuria, fatty stools, 
and undigested muscular fibres in the stools are all inconstant 
symptoms, and are much more frequently absent than present. 
The tumor may appear suddenly or gradually. 

The relations of the tumor with the stomach and the 
colon determine the mode of attacking the cyst. It is evident 
that the possibility that the cyst is partially covered by the 
stomach or colon makes simple puncture without laparotomy 
a dangerous procedure on account of possible injury to these 
organs. In fact, the therapeutic value of aspiration is very 
doubtful. In almost every instance in which it has been tried 
the cyst has reappeared soon after. As a diagnostic measure 
it may be useful, but should be condemned on account of the 
danger. The operation which Gussenbauer was the first to 
perform in 1882 is incision and drainage of the cyst. The 
abdominal cavity is opened by a vertical incision over the 
tumor. In most cases this will mean an incision in the median 
line or through one of the recti and above the umbilicus. 
Those cysts which push forward the lower layer of the trans¬ 
verse mesocolon may have to be exposed by an incision below 
the navel. After opening the peritoneal cavity the cyst may 
be found to be more or less completely covered by the stomach 
or colon. If this is the case, it may be necessary to displace 
one or the other so as to expose sufficiently the front of the 
cyst. Palpation will reveal the fluid character of the tumor, 
and an exploratory puncture may now be done to make the 
diagnosis certain or to relieve the tension within the cyst. 
The next step in the operation consists in suturing the cyst, 
or rather its peritoneal covering into the wound, with catgut 
sutures. If this is difficult, owing to the thinness of its wall 
or to insufficient space, gauze packing about the circumference 
of the opening may be substituted. The question of imme¬ 
diate or subsequent opening of the cyst has next to be decided, 
and opinions differ as to which method is preferable. In case 
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there is no urgent need, such as from pressure symptoms or 
cachexia, it would seem desirable to wait for adhesions to form 
with the abdominal wall and then open the cyst a few days 
later. 

After evacuation of the cyst contents by incision or the 
thermocautery, a drainage tube or gauze packing is inserted 
and a voluminous dressing applied. Care should be taken 
to protect the neighboring skin from the prolonged irritation 
of the discharge. The latter, owing to the ferments contained 
in it, has a digestive action upon the parts about the fistula, 
and may lead to troublesome inflammation. Zinc oxide and 
starch ointment or zinc plaster will avoid this complication. 
The fistula resulting from the opening of the cyst takes a 
variable time to close. In some instances it has remained 
open for two years and then finally healed. Six months is 
not an unusually long time for it to persist. In three cases 
reported by A. B. Johnson the fistulae remained open six 
months, eight months, and two years. The presence of this 
fistula is only of slight consequence, and need not interfere 
with the patient being out of bed. Hernia at this point is 
possible, but very rarely reported. The results of this form 
of operation are extremely favorable. Boeckel has recently 
given these figures. The number of cases operated upon by 
incision and drainage was 1x5. In ninety-nine of these the 
cyst was opened at the first sitting, with the result that ninety- 
two recovered and seven died. In sixteen cases the cyst was 
opened subsequently, after the formation of adhesions, with 
sixteen recoveries and no deaths. Provided the correct diag¬ 
nosis can be made before operation and the relations of the 
cyst are not of a complicated character with reference to the 
other viscera, incision and drainage should be followed by 
eventual recovery. 

Extirpation of the cyst is of course a more ideal opera¬ 
tion, both for the reason that it requires less time for healing 
and avoids all possibility of recurrence, but this is feasible 
only in exceptional cases. The operation is necessarily a very 
bloody one, the excretory duct may be wounded, important 
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vessels may require ligation followed possibly by gangrene 
of intestine, and it may be difficult or impossible to obtain a 
pedicle. It is very rare to find the cyst well encapsulated, so 
that it can be enucleated without interfering with the sub¬ 
stance of the gland. Cysts confined to the tail of the organ 
are the best adapted to extirpation, chiefly because this por¬ 
tion is much more movable than the other end, and thus the 
necessary manipulations are facilitated. Removal through a 
posterior incision has been tried, but is a most difficult and 
dangerous procedure. Partial removal has sometimes been 
done, the part of the cyst left behind being sutured into the 
abdominal incision and the broad opening packed. In general 
the difficulties which beset any form of removal of the cyst 
will deter the surgeon from attempting it except under the 
most favorable conditions. Of twenty-five complete or partial 
extirpations collected by Boeckel, four died. 

As regards the final results of the usual operation, viz., 
incision and drainage, a complete cure is the rule, and in no 
case has the fistula been a permanent one. In rare instances 
recurrence has followed. This probably indicates the forma¬ 
tion of a new cyst, as in a case reported by Richardson. The 
indications for operation are clearly defined. It should be 
resorted to in every case provided the patient’s condition per¬ 
mits of it. Without operation, the tumor may gradually in¬ 
crease in size, causing pressure symptoms; and there is 
progressive deterioration of health as the function of the 
glandular elements of the pancreas is more and more impaired. 
Extreme emaciation as well as diabetes have been observed in 
the cases of long duration. A spontaneous cure never occurs, 
although it may be possible for the swelling to diminish mark¬ 
edly in size and then grow larger as the cystic fluid recollects. 

Out of eight cases that have occurred at the New York 
Hospital during the past decade, operative treatment was 
employed in seven. Of these one died a few days after the 
operation from sepsis and another seven months later. In 
the latter instance the patient had left the hospital with a 
fistula of six months’ duration, and returned a month later 
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with a very much distended abdomen, which proved to be 
caused by a carcinoma of the pancreas with nodular enlarge¬ 
ments and fluid in the peritoneal cavity. The fistula was still 
present. In four of the cases the operation was done at two 
sittings and three at one sitting. The three cases in which the 
operation was done at one sitting all recovered. In one case 
the tumor grew forward above the stomach instead of between 
the stomach and transverse colon. Six of the eight cases 
occurred in individuals under forty-five years of age and five 
were women. In one case only, fat was found in the stools, 
and in none was there diabetes. 

Turning to the inflammations of the pancreas, we find 
that surgical interference is now being brought into use for 
the relief of conditions which have been hitherto considered 
hopeless. There will still remain very acute forms of pan¬ 
creatitis which are necessarily fatal at an early stage; but the 
subacute stage of these acute cases, moreover those which are 
subacute from the start and the chronic forms, are all sus¬ 
ceptible of operative treatment and cure. 

A great deal of interest has been taken of late in acute 
pancreatitis, and since the classical studies of Fitz many con¬ 
tributions have been made to its pathology and symptoma¬ 
tology. It will be impossible to go into the pathology of this 
interesting disease in such a paper as this. Suffice it to say that 
we have to deal either with an inflammation propagated from 
a neighboring organ such as the duodenum or bile ducts or 
through the blood. Predisposing factors are alcoholism, 
cholelithiasis, obesity, etc. 

The disease may be either haemorrhagic, necrotic, or sup¬ 
purative. The former may be a primary stage of the other 
two. At other times the inflammation is suppurative from 
the start. Clinically, it is convenient to divide these inflamma¬ 
tions into the acute and the subacute, depending chiefly upon 
the severity of the onset of the symptoms. An acute inflamma¬ 
tion, in case it does not prove fatal as such, may pass into the 
subacute stage and run a more or less protracted course. 
Other inflammations have a more gradual and less severe 
3 
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onset and can be designated as subacute from the start. The 
symptoms of the cases with an acute onset are well illustrated 
by the following typical case which recently came under my 
observation. 

A man forty-five years of age was admitted to Bellevue 
Hospital with a history of a sudden attack, two days previous, of 
vomiting and intense pain in the epigastrium. A marked alco¬ 
holic history was obtained and the patient was very obese. When 
admitted, the temperature was 103 0 F., the pulse very rapid; 
there was marked distention and considerable prostration. The 
bowels were completely constipated and vomiting was frequent. 

A diagnosis was not made; but as the patient’s condition 
seemed hopeless without interference, an exploratory laparotomy 
was performed the day after admission. Upon opening the perito¬ 
neal cavity to the right of the median line below the umbilicus, 
considerable bloody serum escaped. The intestines were some¬ 
what distended, but no obstruction could be found. The patient’s 
condition making further exploration impossible, a distended coil 
of large intestine was sutured into the wound and an opening 
made into the bowel. The patient did not respond to stimulation 
and died six hours later. The autopsy revealed an acute haemor¬ 
rhagic pancreatitis with areas of fat necrosis scattered throughout 
the abdominal cavity, but most abundant in the vicinity of the 
pancreas. The pancreas was moderately enlarged, streaked with 
blood, and showed signs of beginning necrosis. The intestines 
were uniformly distended, and there was considerable free bloody 
serum. The amount of fat within the abdomen was excessive. 

The manifestations of acute pancreatitis with haemor¬ 
rhage or necrosis are those of an acute peritonitis beginning 
in the epigastrium, and the diagnosis is usually very much in 
doubt. The symptoms may very closely resemble perforation 
of the stomach, and later on the intestinal paralysis may be 
the most prominent factor, thus justifying the diagnosis of 
acute intestinal obstruction. The disease is likely to end 
fatally from the second to the fifth day. 

The shock and collapse which accompany the onset of 
the disease may be such as to render any operative interference 
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out of the question. The chief indications are, then, to overcome 
the great depression, relieve the intense pain by morphine, and 
induce a movement of the bowels by enemata. It seems right, 
however, that an exploratory incision in the epigastrium 
should be made at the earliest possible moment, i.e., as soon 
as the patient’s condition justifies it. While in some cases 
not much can be gained by such an opening, owing to the 
severity of the constitutional manifestations, in other cases 
evacuation of the bloody serous exudate usually found in the 
peritoneal cavity and drainage of the upper part of the cavity 
may turn the tide in favor of the patient. At other times 
the operation may in case of active haemorrhage from the 
pancreas prove directly life-saving, in that it permits of gauze 
being packed down on to the pancreas and the bleeding 
arrested. Should the patient survive the primary shock of 
the attack, and the acute process in the gland go on to necrosis 
or suppuration, the gauze packing will prove a safeguard and 
allow the earliest possible drainage of the necrotic or suppu¬ 
rating area. Most cases in the past have been operated upon 
under a false diagnosis, and often as a last resort. The diag¬ 
nosis of these acute cases, it is true, is difficult, but will be 
made more often in the future, and we may then hope that 
the treatment by early incision and drainage may save certain 
cases which otherwise would die, as in the past, from haemor¬ 
rhage or subsequent sepsis. Spontaneous recovery does, it is 
true, occur, but only in exceptional cases, and in these the 
exploratory incision does no harm. Chiari has reported a case 
where the gangrenous pancreas was evacuated per rectum 
with recovery, and there are not a few instances where ab¬ 
scesses have emptied themselves into the stomach or intestine. 
This always implies a subacute stage of the process, in which 
recovery is much more possible than in the acute. The pres¬ 
ence of cicatrices in the pancreas found on autopsy tend to 
show that mild cases of acute pancreatitis may recover without 
interference and without subsequent complete necrosis of the 
organ. Such cases, however, probably give only indefinite 
symptoms during life. 
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The exploratory incision which is made at the earliest 
time consistent with the welfare of the patient can be done 
under local anaesthesia, and need be only large enough to permit 
of palpation of the pancreas, exclusion of perforation of a 
viscus, and insertion of a gauze drain. Should the condition 
of the patient permit of it, general anaesthesia and more 
satisfactory exploration will of course be adopted. Upon 
opening the abdomen, search should be made for areas of 
fat necrosis which, if found, will tend to confirm the diag¬ 
nosis of a pancreatic lesion. The escape of bloody serum 
is also the rule. The two conditions which most resemble 
acute pancreatitis are perforation of a gastric or of a duodenal 
ulcer. The history will here, however, be of help, and fur¬ 
thermore the tenderness, particularly in perforated gastric 
ulcer, is more severe and very intense even on light pressure 
over the epigastrium. Rigidity of the abdominal muscles is 
also more marked in perforation. As these perforative con¬ 
ditions also demand exploration, the indications for opera¬ 
tion in all cases pointing to acute epigastric peritonitis seem 
well defined. 

The mortality of acute pancreatitis is, as might be ex¬ 
pected, very high. Out of twenty-three cases collected by 
Boeckel, eighteen died. Leaving out of account certain cases 
in which the patient necessarily succumbs to the primary 
shock, whether operated upon or not, there are undoubtedly 
some cases which can be saved by early incision and drainage. 

The cases which go on to the subacute stage or are sub¬ 
acute from the start should receive earlier operation than has 
been the custom in the past. We should, in fact, hope to save 
many of these cases, as they do not die from the effects of the 
sudden collapse, but rather from the results of septic absorp¬ 
tion or from exhaustion. The drainage of the area containing 
the necrotic pancreas or the abscess cavity will prevent spread 
of the necrosis and burrowing of the pus. The suppuration 
that occurs in the pancreas will of course be most easily 
checked when it is localized in one portion of the gland or has 
formed a peripancreatic collection. Multiple abscesses in the 
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pancreas will necessarily have a bad prognosis, and surgical 
treatment will be of slight avail. It is with peripancreatic 
suppuration that the surgeon has chiefly to deal, and it is of 
great importance that this should be attacked before it has 
burrowed too extensively. 

The retroperitoneal connective tissue is very favorable 
for the extension of the suppurative process, and when bur¬ 
rowing has begun it may be later very difficult to control. 
The pus may easily spread to the space above the spleen, form¬ 
ing a subphrenic abscess. Furthermore, it has been known to 
perforate the diaphragm, resulting in empyema. If it spreads 
anteriorly, it may fill the lesser cavity, may rupture into the 
general peritoneal cavity, or may perforate the stomach or 
intestine. The patient in time becomes septic or succumbs to 
peritonitis. Spontaneous cure from emptying of the abscess 
into a viscus has been reported. Even though there is no col¬ 
lection of pus and burrowing, the presence of a necrosed pan¬ 
creas is sufficient to cause death from septicsemia. There is 
constant absorption from the sloughing area, the fat and other 
tissues in the vicinity undergo the changes associated with fat 
necrosis, and there is progressive emaciation and exhaustion. 
In one of the cases observed at the New York Hospital the 
onset was subacute, but the patient had the last six days a 
septic temperature reaching 107° F. with chills. The diag¬ 
nosis not being made, no operation was performed. The au¬ 
topsy showed a sloughing pancreas with no pus. Early evacu¬ 
ation of this necrotic mass might have given a different result, 
especially as the onset of the attack was not accompanied by 
collapse. 

In draining a necrotic pancreas or peripancreatic abscess 
an anterior exploratory incision is advisable, and if it is found 
that the pus lies in front, i.e., in the lesser peritoneal cavity, 
the abscess may be drained through this incision, with possibly 
a counter-incision posteriorly. This posterior opening should 
be made if possible on the left side, as the vessels are much 
less numerous and formidable than on the right. By exploring 
the interior of the pus cavity, the best point for making the 
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posterior counter-opening can be determined and the large 
vessels avoided. 

If it is found that the abscess extends entirely in a pos¬ 
terior direction, the drainage may be made wholly through an 
incision in the back, beginning at the costovertebral angle and 
extending downward and outward. This incision will usually 
be made on the left side, owing to the easier approach to the 
pancreas than on the right. By displacing the kidney out¬ 
ward, it is not difficult to bring the left end of the pancreas 
into the field of operation. This posterior incision has both 
the advantage of affording freer discharge in the recumbent 
position and of not opening the peritoneal cavity. In case the 
pus has burrowed under the diaphragm, resection of one or 
more of the lower ribs may be advisable, and then the sup- 
phrenic space properly drained. Empyema from rupture 
through the diaphragm will receive the usual treatment. All 
of these complications can be avoided by early operation. 

The mortality of operations for suppuration and gan¬ 
grenous pancreatitis is at the present time still high. Out of 
twenty cases collected by Boeckel, nine died. In four cases 
of Robson’s, two died. The two which lived were incised in 
the loin, while the two which died were drained through the 
anterior incision. Earlier operation, if possible in the acute 
stage, should improve these figures. 

If we turn now to the chronic inflammations of the pan¬ 
creas, we find a much more hopeful field for surgical treatment. 
The conditions which bring about a chronic interstitial inflam¬ 
mation of the gland are both local and general. Among the 
local causes, the presence of stones in the gall-bladder or ducts 
is the most common. The frequent presence of chronic in¬ 
flammation of the pancreas, particularly its head, in cases of 
cholelithiasis, has of late been the subject of comment by 
surgeons. The irritation or inflammation of the gall passages 
produced by the gall-stones is propagated through the pan- f 
creatic duct, and thus a mild acute, and finally a chronic, - 
inflammation may be set up. Among general causes, alcohol¬ 
ism and syphilis are the most important. This chronic inflam- 
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mation results in a hypertrophy of the connective tissue of the 
gland, causing an enlargement chiefly of the head. This may 
not cause any disturbance in itself, and may be discovered by 
accident in gall-stone operations. Furthermore, it may dis¬ 
appear spontaneously. Thus Sendler reports a case in which 
pain in the epigastrium and the appearance of a swelling led 
to exposure of an enlarged nodular pancreas which was sup¬ 
posed to be a malignant tumor. The abdomen was closed 
without further interference. Three and a half years after¬ 
wards the patient was perfectly well, the tumor had become 
much smaller and not painful. In time this chronic inflamma¬ 
tion may, like other diseases of the pancreas, lead to loss of 
flesh and strength, and finally to diabetes in case most of the 
glandular structure disappears. Certain cases of chronic 
interstitial pancreatitis involving the head of the organ may 
give rise to obstructive symptoms on the part of the gall¬ 
bladder and ducts. There is usually in these cases a thick 
growth of connective tissue, a sclerosis, and contraction of the 
head of the gland which compresses the common duct, and 
causes, finally, complete obstruction of the outflow of bile into 
the duodenum. There may be as complete obstruction as in 
cancer of the head of the pancreas, and this similarity is made 
still more evident in case there is progressive emaciation which 
frequently accompanies chronic pancreatitis as well as carci¬ 
noma. In both instances the gall-bladder is likely to be very 
much distended as contrasted with the contracted gall-bladder 
accompanying obstruction from a gall-stone. Most cases of 
this sclerotic condition of the head of the pancreas have been 
diagnosed as cancer previous to operation. Exploration with 
palpation of the gland does not always clear up the diagnosis, 
as in both conditions there may be the same nodular appear¬ 
ance and feel. The irregularity of outline and firmness of 
structure of even a normal pancreas when slightly larger than 
usual may give rise to errors of diagnosis. The presence of 
enlarged glands will of course indicate carcinoma as well as 
the existence of ascites. A number of instances have been 
recorded where the operator mistook the chronic inflammation 
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for carcinoma, and either closed the abdomen at once or per¬ 
formed a cholecystenterostomy for temporary relief of the 
biliary obstruction. In some of these instances the bad prog¬ 
nosis given at the time has not justified itself, and the patient 
has completely recovered, and remained well for years after¬ 
wards. 

The rule should always be, therefore, to treat every case 
of chronic enlargement of the head of the pancreas with biliary 
obstruction as though it were chronic inflammation, unless 
there are unmistakable signs of carcinoma. In this way a 
permanent cure may be obtained in chronic inflammation, and 
no harm has been done in case the enlargement proves to be a 
carcinoma. Without operation the prognosis of chronic pan¬ 
creatitis is dubious. It may continue without great disturb¬ 
ances for months or years, but there is always the possibility 
later of glycosuria, increasing loss of flesh and strength, 
cholasmia, and haemorrhagic tendencies. 

The usual operations for chronic interstitial pancreatitis 
involving the head of the organ with distention of the gall¬ 
bladder are cholecystotomy and cholecystenterostomy. The 
former by providing simple drainage of the gall-bladder will 
relieve the congestion in the bile ducts, and may thus diminish 
the inflammatory enlargement of the pancreas. This in turn 
will relieve the compression of the common duct, and the bile 
may then again enter the intestine normally. 

When the swelling and thickening of the head of the 
pancreas are due to the presence of gall-stones and have not 
reached the stage of contraction and of obliteration of the 
opening of the common duct, the gall-stone operation will like¬ 
wise be sufficient to bring about a complete disappearance of 
the inflammatory swelling of the pancreas. This fortunate 
outcome may not occur, however, in the cases of sclerosis of 
the head of the pancreas where the interstitial growth of fibrous 
tissue is abundant and has firmly compressed the opening of 
the common duct. In such a case the choice will lie between 
a permanent biliary fistula or a cholecystenterostomy. Each 
has its advantages and disadvantages. The latter meets the 
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indications, and does not entail the discomfort of a permanent 
fistula. Cholecystotomy is, however, a much less serious oper¬ 
ation, is much simpler to perform, and involves less danger 
of fatal haemorrhage, which is always possible on account of 
the extreme cholsemia. In fact, the mortality of cholecysten- 
terostomy from this cause is very high. Hence operative meas¬ 
ures should not be delayed until the cholsemia has reached a 
dangerous degree and the patient has become much weakened. 
In the earlier operations the prognosis is good. Out of seven¬ 
teen cases of Robson’s, sixteen recovered, and in all these 
there was complete restoration to health. In case the gall¬ 
bladder is enormously distended and extends over the anterior 
wall of the stomach, cholecystogastrostomy may be indicated, 
and in such a case would be easier to perform than cholecyst- 
enterostomy. Experience has shown that no ill effects upon 
the digestion result from the passage of bile directly into the 
stomach, and there need be no regurgitation of the same. 

Tumors of the pancreas offer as yet a very unsatisfactory 
field for operative treatment. The diagnosis in the earliest 
stages is practically impossible. Even though one were able 
to detect a beginning carcinoma or sarcoma, removal would 
in most cases prove a most bloody and difficult procedure. 
Extirpation of the entire organ, even though it were techni¬ 
cally possible without injury to other organs, is inadmissible, 
since the researches of Mering and Minkowski, who by experi¬ 
ments upon animals demonstrated that the pancreas is neces¬ 
sary to life. Tumors localized in the tail of the pancreas would 
be the most favorable ones for removal, but the diagnosis would 
be difficult during the early stage. Carcinoma of the head of 
the pancreas causes early symptoms of biliary obstruction, 
but excision of such a growth would doubtless mean gangrene 
of the duodenum or some part of the intestinal tract, from 
ligation of its nutrient vessels. 

As regards palliative measures, the outlook here is equally 
dismal. Cholecystenterostomy is a most dangerous operation 
in case cholsemia is well marked or the patient is cachectic. 
Furthermore, the statistics show that the duration of life after 



BENJAMIN T. TILTON. 


74 

this operation has never exceeded fourteen and one-half 
months. Boeckel holds that the risks of the operation are not 
compensated for by the advantages gained. In fifteen cases 
there were seven sudden deaths after the operation. Chole- 
cystotomy meets the indications about as well. Its immediate 
mortality is much lower, and, as life is not greatly prolonged 
by either operation, the existence of a biliary fistula is of no 
great moment. Furthermore, an external fistula insures a 
certain and permanent escape of bile from the gall-bladder, 
which is not always the case after cholecystenterostomy. The 
relief to the patient from escape of the pent-up bile is very 
great, but distention of the abdomen and other symptoms due 
to the presence of the tumor and metastases soon supervene. 

A warning should once more be given against making 
the diagnosis of carcinoma of the head of the pancreas on too 
few data. The mere presence of chronic obstruction of the 
common duct without a history of gall-stones is not sufficient. 
Neither is the existence of a nodular enlargement of the head 
of the pancreas with or without biliary obstruction. Neither 
is accompanying emaciation. All of these may be found in 
connection with chronic inflammatory changes in the head of 
the organ. A fairly positive diagnosis can be made from the 
existence of glandular enlargements, ascites, and marked 
cachexia. If there is a reasonable doubt, the patient should 
be given the benefit of this and an exploration performed. 

If after laparotomy no sure evidence of carcinoma is 
obtainable, we should then consider the enlargement inflam¬ 
matory, and meet the most pressing indications, viz., biliary 
obstruction, by cholecystotomy or cholecystenterostomy. A 
permanent cure may then follow in case the enlargement proves 
to be inflammatory. 

The literature of pancreatic surgery is very small. Few 
surgeons have opportunities of seeing more than isolated cases 
of pancreatic disease, and consequently do not obtain sufficient 
experience to contribute much to its operative treatment. In 
order to establish permanent methods of treatment, it is desir¬ 
able, however, that these isolated cases should be reported, 
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whether operated upon or not. By thus combining the small 
experience of many, the pathology and symptomatology of the 
obscure conditions will become more firmly established, the 
correct diagnosis will be made more frequently and earlier, 
and the surgical treatment will become more intelligent and 
fruitful of better results. 
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